after some dietetic indiscretion, but these could happen to the best washed-out patient. It may be that the average West Countrydiet is constipating, but I have never had complaints of loose motions other than as an occasional problem.
Mr Henry R Thompson (London): I think -we advise patients to try to establish a spontaneous colostomy action, rather than use a routine colostomy wash-out, because: (1) In some 5,000 or 6,000 cases we have had 11 deaths from perforation of the colon by the enema tube during colostomy wash-outs. (2) After an enema or wash-out a certain number of patients get mucorrhaea for some time.
(3) Some who have a pint of water run into the colon daily eventually get incompetence of the ileocecal valve. The wash-out passes into the small intestine, giving rise to lower abdominal colic. (4) The patient avoids having to carry a small suitcase of colostomy wash-out apparatus.
Mr C Patrick Sames (Bath): Mr Abel mentions giving aspirin to his patients, but I think tabs. codein. co. or codeine by itself more useful in controlling a loose colostomy. In the early days, looseness is often due to the abuse of antibiotic drugs. The bacterial flora can often be corrected by Enpac or green cheeses. Mr Ronald Raven (London): My patients, except the aged ones, usually wash out their colostomies, and I am satisfied with it. Mr A Lawrence Abel (London): I strongly advise every patient being trained to use a morning enema. The majority of patients live many years in comfort and with peace of mind because they have complete colostomy control. Some cases after a few years develop an automatic bowel habit and can stop the enema. On the other hand I see many people who are in misery beca se they were not so trained and who after careful instruction have their whole life changed and happiness restored.
Mr C I Cooling (Royal Marsden Hospital, London)
Hazards and Complications Most of the complications of colostomies have been mentioned by previous speakers. The hazards of a colostomy I would define as the unseen dangers added to the patient's life once a colostomy has been established. Literature on this subject is sparse and this contribution is based on personal experience.
Colostomy management should be discussed with patients periodically at the follow-up clinic.
Patients are often reluctant to complain of difficulties and direct questioning is often required to ascertain home conditions and colostomy management. This was so with a young housewife who developed the habit of spending three hours every evening in the bathroom dealing with her colostomy. She did not wish to complain, but after her problems were sorted out and she had been started on a new regime she was able to rejoin the family circle in the evening.
Unexpected pregnancy can be a considerable burden if a patient has a young family and a colostomy to look after. Many women think that after an -operation such as abdominoperineal excision of the rectum they cannot become pregnant again, and it is the duty of the surgeon to instruct the patient that such an operation does not imply that she is sterile. If pregnancy occurs a normal delivery can be anticipated.
Colostomy management can be carried out by dietary measures or by the daily enema or washout technique. This should depend upon the circumstances of the patient rather than on the wishes of the surgeon. A daily wash-out carries the risk of a colostomy perforation although this is small. An attempted estimate suggests that if a surgeon has 10 patients performing daily washouts for ten years he can expect one perforation of a colostomy. From the experience of a number of surgeons a series of 18 such cases has been collected. This has shown that a colostomy perforation can occur at any age irrespective of the length of time the wash-outs have been practised. The earliest occurred after twenty-four days and the latest thirteen years later. Of these perforations 16 were self-inflicted and 2 were by the nursing staff. About half reported that it followed a difficult catheter insertion while the others said that the catheter had slipped in normally. Peritonitis occurred in 13 cases but there was only one death, from bronchopneumonia. Hence the overall mortality rate for colostomy perforation is 6 %, which is lower than has been suggested.
The treatment consists of surgical refashioning of -the colostomy, although in one case an emergency anterior resection was performed as the perforation occurred during the bowel preparation for this operation. In one case where the bowel contained many diverticula the perforation was a separateentity; allthethin-walleddiverticula were intact.
The perforation may take place in the subcutaneous portion of the bowel and then a pericolic abscess will result. This may discharge spontaneously and form a pericolostomy fistula, or may require surgical incision and drainage. The formation of an abscess can be an indolent process. In two such cases a hard mass adjacent to thecolostomy was noted and when first seen each was considered to be a recurrence of the tumour.
Dr L Dulake (Reigate)
Colostomies from the Point of View of the General Practitioner Incidence: In spite of the large number of colostomies performed in hospitals, the general practitioner has few in his care at any one time. A brief investigation was made in the Reigate, Dorking and Horley area, and twenty-nine colleagues in eight partnerships provided figures. The total number of patients on their State lists was 64,500, but only 25 had colostomies. In addition, there were 10 ileostomies. Several practitioners had no cases.
In 20 cases the colostomies had been constructed for carcinoma of the rectum. The remaining 5 included one instance of carcinoma of cervix involving the rectum, and 4 for diverticulitis.
The incidence is 0-0388%, or approximately 1 in 2,580 of the population.
Management: Psychologically a colostomy is a source of fear and anxiety to the patient and his relatives. The family doctor interprets the significance of a colostomy and allays the fear of disaster, which is based on dread of ostracism on esthetic grounds, fear of cancer, loss of activity and capacity for work.
The practitioner requires information at the earliest moment with regard to diagnosis and prognosis, especially in cases of cancer of rectum and colon, and whether the colostomy is temporary or permanent. He can prepare a family for the reception of their relative and allay their fears. Without such information the whole family will say 'the hospital never tells you anything and the family doctor never knows anything' -an all too frequent complaint! As for the physical management, this series of colostomies shows that one-third are of long standing, i.e. 6 cases are of 27, 22, 21, 19, 13 and 10 years' duration, and 2 of 9 years' duration. These patients rely on spontaneous evacuation, are well controlled, wear a minimum of dressings under a rubber colostomy belt and cup, or a simple wool body belt, and live normal lives. One of low intelligence applies large quantities of wool and tissue, and though evacuation is regular it is vsthetically unpleasant.
The newer cases use Celevac as a bulk-producing agent, and plastic disposable bags, some with adhesive and others without it, attached to a light webbing belt. In all cases the bowel acts regularly and the coverage is to guard against accidental discharge.
Co-operation with the district nurse is essential in the early stages, but with simple instructions patients soon learn to manage the colostomy.
Cost: Proprietary outfits are popular but in my opinion costly, bearing in mind the price of polythene. One brand of plastic bags costs 12s 6d per dozen, and another 17s for six bags, roughly £150 per annum.
Miss E M Wearn SRN (Lately Home Nursing Superintendent and Supervisor ofMidwives, Surrey County Council)
Colostomy: The Patient at Home The care of the patient with a colostomy is shared between hospital and domiciliary staffs. I welcome the opportunity of making some observations and of asking for advice and suggestions in the home care of these cases.
I have sought information from district nurses in all parts of the country, including rural and urban areas. Colostomy cases form a small part of their total practice. This is a testimonial to the efficiency of the surgery performed and the excellence of the preparation of these patients for a colostomy life. The patients requiring the attention of the district nurse are those who present some problem either technical or temperamental and my remarks will apply to a minority, from whom much can be learned so that improvements can be made in their care. The observations are primarily those of the nurses who are caring for these patients from day to day.
The district nurse treats two groups, the elderly who have failed to adjust themselves readily to colostomy life, and the younger who usually only need help for a short time after discharge from hospital. Young patients adjust more quickly and completely to a colostomy life than the elderly.
Of the unresolved problems of the maladjusted patient fear of a persistent smell probably ranks high, while many patients and their relatives imagine that they are doomed to invalidism. Some patients recoil from anything that savours of abnormality and their revulsion from a colostomy may be out of proportion to the actual unpleasantness of their disability. Some district nurses find that their most difficult task is to convince patients that they are able to live a normal life. Most surgeons would agree that nearly all these problems can and should be dealt with pre-operatively and have taken steps to do so. Pre-operative preparation is not always as successful as is supposed. Some patients state that they have only heard about the possibility immediately before operation, when their comprehension was limited, and it was too late for their fears to be allayed or questions answered.
Occasionally the excellent practice is adopted of inviting a successful colostomy patient to talk matters over with the prospective patient and to keep in touch on his return home. We all know cases where the patient is living a full and active life, and in which the colostomy has become incidental and of minor consideration instead of the all-consuming focus of life. Patients of this kind can be of tremendous help to those facing
